Introduction {#sec1}
============

Family planning is an essential component of primary health care and reproductive health \[[@cit0001], [@cit0002]\] and has contributed in improving reproductive health \[[@cit0003]\]. The objectives of family planning services include encouraging couples to take responsible decisions about pregnancy and enabling them achieve their desires as regards preventing unwanted pregnancy, limiting family size and promoting responsible parenthood, controlling the population and improving the quality of life of the people \[[@cit0001], [@cit0004]\]. Although there are many benefits of family planning and about 225 million women living in developing countries desire to delay pregnancy or stop childbearing, use of any method of family planning has been found to be very low \[[@cit0005], [@cit0006]\]. Globally, modern contraceptive use rose slightly from 54% in 1990 to 57.4% in 2014 and in Africa, it rose from 23.6% to 27.6% \[[@cit0005]\]. In sub-Saharan Africa, the proportion of married women using a modern method of family planning is less than 20% \[[@cit0007]\]. In Nigeria, in spite of the high level of knowledge of family planning methods, \[[@cit0008], [@cit0009]\] uptake of modern methods is still low with only 9.7% of married women using a modern method of family planning according to the 2008 national demographic health survey and 9.4% according to 2013 national demographic health survey \[[@cit0008], [@cit0010]\]. This shows a slight decrease in the use of modern family planning methods in the country. Millions of mistimed or unwanted pregnancies occur worldwide every day and this contributes to high rates of induced abortions, maternal morbidity and mortality and infant mortality \[[@cit0011]\]. In developed countries, almost all married women make use of modern methods of family planning at one point or the other in their reproductive lives but the proportion reporting such use is very low in developing countries \[[@cit0012]\].

Use of modern methods of family planning is still low in some of the world\'s poorest and most populous countries. In Africa, poverty, poor access to services and commodities, conflicts, poor coordination of family planning programs and unstable donor funding have contributed in hindering the provision of family planning services \[[@cit0002]\]. Other factors such as traditional beliefs, religious barriers, and lack of male involvement have also impacted negatively on family planning interventions leading to high rates of unintended pregnancies in many countries \[[@cit0002], [@cit0007], [@cit0012]\]. Although family planning services have been made available in various health facilities, these services are not being accessed by women particularly those in the rural areas. Studies have shown that contraceptive prevalence is higher among women in the urban areas when compared to women in the rural areas \[[@cit0009], [@cit0013]\]. Several studies have shown that there is high level of awareness and approval of family planning among women, however, this does not translate to practice of family planning \[[@cit0009], [@cit0014]-[@cit0018]\]. In a study carried out in Ebonyi state among market women of reproductive age, knowledge of contraceptives was high (83.3%) but only 28.3% used a method of family planning \[[@cit0012]\]. About 70% of the Ebonyi people live in the rural area and the majority of these rural dwellers are farmers. The people therefore believe that having many children will increase the workforce needed for farm work. This has contributed to high fertility rate and low uptake of family planning in the state. Community mobilisation has been shown to have positive impact on acceptance and uptake of health programmes and interventions including family planning \[[@cit0007]\]. This is because it is able to address the socio cultural barriers to health seeking \[[@cit0019]\]. Community mobilisation aims to arouse the interests of individuals and groups in the community towards issues that concern them and encourage them to participate actively in finding solutions to their problems \[[@cit0019], [@cit0020]\]. The study was undertaken to determine the effect of community mobilisation on awareness, approval and use of family planning methods among women of reproductive age and provides information on the role of community driven strategies in improving knowledge, approval and use of family planning methods.

Methods {#sec2}
=======

The study was conducted in two rural communities in Ebonyi state, Nigeria (Igbeagu in Izzi LGA and Ezzamgbo in Ohaukwu LGA). These two communities have comparable levels of trade and commerce, health care services and similar occupations. Rural communities were selected for this study because past demographic surveys have shown that women in urban areas are more likely to accept and practice family planning compared to those in rural areas \[[@cit0008], [@cit0010]\]. In addition, most programs are implemented in urban areas. The study population comprised of women of reproductive age group i.e. 15-49 years, who are married or in a union and who are permanent residents of the study areas. Pregnant women and women who had achieved menopause, but in the reproductive age group were excluded.

**Study design:** the study was a quasi-experimental study comprising of an intervention arm and a control arm and was conducted in three phases: baseline survey, intervention, and three months post intervention surveys.

**Baseline survey:** baseline data from intervention and control groups were collected using pre-tested semi-structured interviewer administered questionnaires to collect information on uptake of family planning methods.

**Intervention:** the intervention for this study was community mobilisation which included the following activities: community awareness campaign; distribution of information, education communication (IEC) materials. The community awareness was preceded by an advocacy visit to the community leader in charge of Igbeagu community. Advocacy was also carried out to some other leaders in the community including the market leader, and some women group leaders in churches. The community awareness campaign was carried out to enlighten community members on the availability of family planning services in the primary health care facilities and other service providers in their community. The awareness campaign was carried out in collaboration with the community leaders. This served as a platform for community leaders and representatives to build community support and following for family planning. The community awareness was carried out on two separate days. The first was carried out at the market square of the community on their major market day, since most of the women usually visit the market on that day. The second was carried out at the village square. Each session lasted for about an hour with an average of 250 people in attendance on each day. Health talks and demonstrations were used for the community awareness. Information, education, communication (IEC) materials were then distributed. Leaflets were distributed to men and women in the community. The leaflets contained pictures conveying information on family planning. The wordings on the leaflets were in English and also the local dialect. The IEC materials were adapted from family planning posters on the internet and modified. The intervention was carried out within one month.

**Post-intervention survey:** three months after the intervention, the same questionnaire that was used for baseline data collection was administered to the same respondents that were surveyed pre-intervention in both intervention and control groups to determine the effect of the intervention on uptake and patterns of use of modern methods of family planning.

**Sample size and sampling technique:** the level of significance and the power of the study were set at 5% and 80% respectively. A minimum sample size of 194 was calculated per study arm. To account for an attrition rate of 20%, the sample size was adjusted to 242. Therefore, a total of 484 women of reproductive age were approached to participate in the survey. Respondents were selected from one community each from Izzi LGA which served as the intervention site and from Ohaukwu LGA as the control site. The list of communities for each LGA was obtained from the LGA headquarters. Igbeagu community was selected from the intervention LGA while Ezzamgbo was selected from the control LGA. Simple random sampling method was then used to select four enumeration areas from each community. All households in the selected enumeration areas were sampled and all eligible women who gave consent were surveyed.

**Data collection:** a pre-tested, semi structured interviewer administered questionnaire was used to collect information from respondents. Information collected include socio-demographic characteristics of the respondents such as age, marital status, level of education and spouse\'s level of education; awareness of family planning, approval and uptake of family planning methods. The questionnaire was designed and modified from previous studies \[[@cit0018], [@cit0021]-[@cit0024]\]. It was pre-tested among women in another census enumeration area, outside those of the study population. Data was collected over a period of one month by four trained research assistants.

**Data analysis:** data analysis was carried out using Statistical Package for Social Sciences (IBM-SPSS) for Microsoft Window version 20 software. Frequencies and proportions were calculated for socio-demographic characteristics. These were compared between the intervention and control group. The mean age of the respondents in both intervention and control groups were compared with t test difference of two means at 5% level of significance. We calculated the proportion of women who were aware of, approved and used family planning in each group. The proportion was then compared within each group before and after the intervention with chi-square test at 5% level of significance.

**Ethical considerations:** ethical clearance for this study was obtained from Research and Ethics Committee of Federal Teaching Hospital Abakaliki, Ebonyi State of Nigeria. Written informed consent was obtained and confidentiality ensured.

Results {#sec3}
=======

[Table 1](#t0001){ref-type="table"} shows that the respondents in both groups were comparable in their socio-demographic characteristics. The mean age of respondents in the intervention arm was 29.39±6.1 while that for the control arm was 28.36±5.9. Majority of the respondents and their spouses had at least secondary education in both intervention and control arms. Majority of the respondents had been counselled on family planning (intervention: 76.4%; control: 88.0%) and the main sources of family planning counselling in the both communities were health facilities, health workers and churches. Natural method of family planning was the preferred choice in both the intervention (56.4%) and control group (58.3%). The major reasons for approving family planning were child spacing, preventing unwanted pregnancy and limiting family size ([Table 2](#t0002){ref-type="table"}). [Table 3](#t0003){ref-type="table"} shows that awareness of family planning was 68.2% before intervention in the intervention arm with a statistically significant increase in awareness after the intervention. Uptake of family planning was low at 22.2% before the intervention. There was however a [@cit0016].7% increase in uptake three months post-intervention in the intervention arm, this increase in uptake was also statistically significant. Majority of the respondents approved of family planning before the intervention (90%), which increased to 97% after the intervention. The increase in proportion of respondents that approved of family planning was also statistically significant. [Table 4](#t0004){ref-type="table"} shows that awareness and approval were both high in the control arm, however there was no statistically significant increase in awareness and uptake at the end of the study. Uptake of family planning was low in the control arm at the beginning of the study. Though there was a 7.4% increase in uptake, this increase was not statistically significant. The study also shows that the most common methods of family planning known by respondents were the injectables and the pills, followed by the natural method and then the barrier method in the intervention arm. In the control arm, the commonest method known was the injectable, followed by the barrier method, then the pills and natural method. Other methods known include the implant, intrauterine contraceptive device (IUCD) and surgical method. The natural method was the most common method of family planning being used by the respondents in both arms (over 50% of the respondents). The IUCD and the surgical methods were not being used by any of the respondents in both arms.

###### 

socio-demographic characteristics of respondents in intervention and control arms

  Variable                           Intervention n (%)   Control n (%)   *χ^2^*                                     *p value*
  ---------------------------------- -------------------- --------------- ------------------------------------------ -----------
  **Age Group(years)**                                                                                               
  15-19                              4(1.7)               7(2.9)                                                     
  20-29                              121(50.0)            132(54.6)                                                  
  30-39                              102(42.1)            91(37.6)                                                   
  40-49                              15(6.2)              12(4.9)                                                    
  Mean age (mean ±SD)                29.39±6.1            28.36±5.9       1.873[\*\*](#tf1-1){ref-type="table-fn"}   0.06
  **Marital status**                                                                                                 
  Married                            236(97.5)            239(98.8)       FT                                         0.50
  Cohabiting                         6(2.5)               3(1.2)                                                     
  **Level of education**                                                                                             
  No Education                       5(2.0)               6(2.5)                                                     
  Primary education                  41(17.0)             34(14.1)        2.2                                        0.5
  Secondary education                147(60.7)            141(58.2)                                                  
  Tertiary education                 49(20.3)             61(25.2)                                                   
  **Educational level of husband**                                                                                   
  No education                       10 (4.1)             7 (2.9)         6.0                                        0.1
  Primary Education                  53 (21.9)            34 (14.1)                                                  
  Secondary Education                104 (43.0)           116 (47.9)                                                 
  Tertiary Education                 75(31.0)             85 (35.1)                                                  

T-test FT=Fischer Exact test

###### 

baseline distribution of the family planning use, approval and counseling among the intervention and control groups

  Variable                                        Intervention   Control
  ----------------------------------------------- -------------- ------------
  **Method of Family Planning Used**                             
  Natural method                                  31 (56.4)      42 (58.3)
  Modern method                                   24 (46.6)      30 (41.7)
  **Reasons for Approval of Family Planning**                    
  Child spacing                                   176 (72.2)     179 (74)
  Prevents unwanted pregnancy                     134 (55.4)     149 (61.6)
  Limits family size                              168 (69.4)     156 (64.5)
  Improves mother's health                        21 (8.7)       18 (7.4)
  Improves child's health                         5 (2.1)        8 (3.3)
  Counselled for family planning                                 
  Yes                                             185 (76.4)     213 (88.0)
  No                                              57 (23.6)      29 (12.0%)
  **Source of counselling for family planning**                  
  Health facility                                 161 (66.5)     185 (76.4)
  Health worker                                   40 (16.5)      39 (16.1)
  Church                                          35 (14.5)      23 (9.4)
  Radio/Television                                1 (0.4)        11 (4.5)

###### 

within group comparison of awareness, approval and uptake of family planning in the intervention arm

  Variable                           Before      After       *χ^2^*(*p value*)
  ---------------------------------- ----------- ----------- ------------------------------------------------
  **Awareness of family planning**                           
  Yes                                165(68.2)   177(87.2)   23.5(\<0.001[\*](#tf3-1){ref-type="table-fn"})
  No                                 77(31.8)    26(12.8)    
  **Uptake of family planning**                              
  Yes                                55(22.7)    80(39.4)    14.8(\<0.001[\*](#tf3-1){ref-type="table-fn"})
  No                                 187(77.3)   123(60.6)   
  **Approval of family planning**                            
  Yes                                220(90.9)   196(97.0)   7.0(0.008[\*](#tf3-1){ref-type="table-fn"})
  No                                 22(9.1)     6(3.0)      

Statistical significance

###### 

within group comparison of awareness, approval and uptake of family planning in the control arm

  Variable                           Before      After       *χ^2^*(*p value*)
  ---------------------------------- ----------- ----------- -------------------
  **Awareness of family planning**                           
  Yes                                217(89.7)   190(91.8)   0.8(0.4)
  No                                 25(10.3)    17(8.2)     
  **Uptake of family planning**                              
  Yes                                72(29.8)    77(37.2)    2.9(0.09)
  No                                 170(70.2)   130(62.8)   
  **Approval of family planning**                            
  Yes                                215(88.8)   184(88.9)   0.0(1.0)
  No                                 27(11.2)    23(11.1)    

Discussion {#sec4}
==========

Our study has demonstrated the level of awareness, approval and uptake of family planning methods. The study has also shown the effectiveness of community-based intervention in improving the use of family planning methods by married women. The mean age of respondents in the intervention arm was 29.39±6.1 while that for the control arm was 28.36±5.9. Majority of the respondents and their spouses had at least secondary education in both intervention and control arms. Majority of the respondents were aware of family planning and majority also approved of family planning in both intervention and control groups. This corroborates the findings of previous studies \[[@cit0009], [@cit0014]-[@cit0018]\]. This high level of awareness and approval may be explained by the fact that there has been a lot of education about family planning especially in antenatal and immunisation clinics in recent times. Despite the high levels of awareness and approval, uptake of family planning was found to be low in both the intervention and control arms (22.7% and 29.8% respectively). This finding also agrees with previous studies \[[@cit0012], [@cit0025]-[@cit0027]\]. The most commonly used method of family planning in both arms was the natural method despite the fact that the most commonly known methods were the injectable, pills and barrier methods. This observed pattern of preference for natural method could be because the natural method has no side effects and does not require one to visit the hospital or to take any form of medications. The study further revealed that none of the respondents was using IUCD or the surgical method of family planning, probably because the services are not offered in any of the health facilities serving the communities that were surveyed.

The community mobilisation interventions implemented in this study resulted in statistically significant increase in uptake, awareness and approval of family planning methods. At post intervention, uptake of modern methods of family planning increased by 16.7% in the intervention arm (p\<0.001). There was also statistically significant increase in awareness and approval of family planning in the intervention arm. There was no statistically significant difference in the control arm. Community mobilisation has been reported to increase perception and uptake of reproductive health services including family planning \[[@cit0019], [@cit0028]-[@cit0032]\]. Each strategy of community mobilisation implemented in this study had a unique effect on addressing community-related barriers to uptake of family planning. Firstly, the community awareness campaign which was implemented with the support of community leaders in the community generated some level of consciousness in the community about family planning. Community awareness campaigns have been used in health promotion for improving demand for maternal and child health services, malaria control interventions and HIV prevention strategies \[[@cit0033], [@cit0034]\]. Secondly, distribution of IEC materials created more consciousness and provided additional information on benefits of family planning. The pictorial presentation of the information made it relatable and easier to understand. An added benefit of the IEC material is that it enables reinforcement of information. A similar finding was reported in a study that explored the use of behavior change communication to address perceptions of postpartum return to fecundity and contraceptive adoption \[[@cit0035]\]. This study is not without limitations. Firstly, the study was carried out among women in two rural areas, one as intervention and the other as control and so the finding may not be generalised to other populations. Secondly, the study was a quasi-experimental study without randomisation. This could also have led to biases in the study.

Conclusion {#sec5}
==========

Although uptake of family planning increased significantly in the study population, the rate is generally low. Given the critical role of the community in family planning programs, community mobilisation may be deployed to increase uptake of family planning in similar rural communities. However, further studies in larger populations need to be carried out to identify more effective strategies of improving uptake. More work needs to be done by community health workers in the area of educating the women and the entire community on the benefits of family planning.

What is known about this topic {#sec5.1}
------------------------------

-   Awareness of family planning is high among women of reproductive age;

-   Uptake of family planning is low particularly in rural areas;

-   There is high level of approval of family planning among women of reproductive age.

What this study adds {#sec5.2}
--------------------

-   Community based strategies are useful in improving awareness, approval and uptake of family planning methods;

-   Although uptake improved, it is still generally low and therefore calls for further research.
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